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***** Treatment Interruption: Experts Sound Cautious Note at 
San Francisco Forum; Meeting Proceeds Despite Disruption

by Bruce Mirken

Interest in what has become known as structured (or 
strategic) treatment interruption (STI) is high among people 
with HIV, judging from attendance at an April 17 community 
forum sponsored by Project Inform and Survive AIDS (formerly 
ACT UP Golden Gate). Project Inform's outreach coordinator 
counted 120 people in attendance, the largest turnout at any 
PI forum in San Francisco for some time.

Many are clearly weary of taking difficult drug regimens that 
can have serious toxicities. As Steven Deeks, M.D., a 
University of California San Francisco researcher and 
clinician who has been studying treatment interruption, put 
it, "There have been people in the community dying to stop 
these drugs."

But Dr. Deeks and the other members of the panel--fellow UCSF 
researcher Jeffrey Harris, M.D., Ph.D., and treatment 
activists Ben Cheng and Martin Delaney of Project Inform and 
Matt Sharp of Survive AIDS, urged a cautious approach. Most 
research so far, they noted, has been in the form of small 
pilot studies that have given intriguing hints but no 
definitive answers as to whether STIs are beneficial or how 
best to do them. All agreed that patients who choose to 
attempt STIs on their own need to work closely with their 
physician and be carefully monitored.

STI After Drug Failure

Deeks discussed his data from an observational cohort of 400 
patients at San Francisco General Hospital using protease 
inhibitor-based regimens and experiencing virologic failure, 
defined as a detectable viral load of over 500 copies. He 
noted that these patients still maintained most of their gain 
in CD4 cells despite a partial loss of control of the virus.

Deeks described a striking phenomenon he had observed in 18 
patients who stopped treatment after a year or more of 
combination therapy with ongoing detectable viral replication 
and viral loads over 2,500 copies: Despite this apparent 
virologic drug failure, "if you stop drugs, viral load will 
shoot up and T-cells will plummet," he said. "So despite the 
fact that there may be a lot of virologic resistance, with 
exceptions, the drugs in general are still working--keeping 
the virus down and maintaining a pretty good T-cell count." 
That, he explained, suggests there is almost always a risk in 
stopping treatment.

On the other hand, he noted that researchers have found that 
when such treatment-experienced patients stop therapy, their 
virus commonly does revert to "wild type" non-resistant 
strains. This could potentially mean a new chance at 
effective therapy for patients with high-level resistance who 
have been unable to find a successful salvage regimen.

But Deeks noted that in a recent conference presentation, 
Veronica Miller, the German researcher whose report of this 
reversion to wild type helped generate interest in STI, 
reported that when patients went back on treatment, "the 
viral load went down to undetectable, but in general came 
back up. The question is, was the risk worth it? Because 
there was significant risk: These people typically lost 100 
to 150 T-cells, which is a lot of T-cells, and they did not 
come back that quickly. She said that they came back after a 
year."

Thus, the ultimate effect of STI in treatment-experienced 
patients with resistant virus is unclear. "As far as we can 
tell, if you do not stop therapy you keep those T-cells," 
Deeks noted, "so it's a complicated issue right now." Further 
studies, just getting underway, may improve our 
understanding.

Deeks described his own work which suggests why continued 
therapy seems to have some benefit even if virus remains 
detectable. In 25 patients who stopped therapy, Deeks and 
colleagues performed weekly resistance tests on their virus 
and found that after a few weeks (the exact time varied from 
patient to patient), the resistant virus disappeared suddenly 
and almost completely, replaced by wild type. It was at the 
same time that wild-type virus reemerged, he noted, that 
viral load "shot up" and T-cells plunged, suggesting that 
wild-type virus is "more fit" and able to do more damage. 
Patients may benefit because treatment forces their virus to 
mutate into less virulent forms.

STI to Stimulate Anti-HIV Immune Response

A very different rationale for strategic treatment 
interruption is the possibility that patients maintaining 
undetectable virus can take breaks in treatment, allowing a 
brief burst of viral activity that will boost their anti-HIV 
cellular immune responses. This might, at least in theory, 
create a vaccine-like effect that improves control of HIV, 
while allowing patients to take a rest from unpleasant drug 
regimens.

Dr. Harris described a study he is now beginning at San 
Francisco General Hospital that will test this notion in 
patients who have been on therapy for at least 12 weeks with 
an undetectable viral load. Harris has recently begun 
enrolling participants, who will be monitored closely. 
Interested persons can call 415-695-3820 for more information 
about this study.

No one on the panel felt comfortable recommending STIs based 
on the current data. Deeks offered this general advice: "If 
it ain't broke, don't fix it. If you are tolerating your 
meds, I wouldn't mess with it."

For those experiencing serious toxicities or otherwise 
wanting to take a break from treatment, the panel urged close 
consultation with one's health care provider. Cheng noted 
that regimens involving nonnucleoside reverse transcriptase 
inhibitors (NNRTIs)--nevirapine, delavirdine and efavirenz--
present an extra complication because these drugs linger in 
the blood longer than other anti-HIV drugs. This could allow 
the development of resistance if all drugs are stopped 
simultaneously, so it may be advisable to stop the NNRTI 
first.

Deeks advised frequent monitoring of CD4 and viral load 
levels, at least every two weeks at the beginning of an STI. 
This may be particularly important, he suggested, for those 
who had very low CD4 counts prior to starting therapy, as 
these individuals may be most likely to see their CD4 counts 
drop back down to a level at which prophylaxis for 
opportunistic infections is needed.

Meeting Disrupted

Most in the audience seemed to find the discussion 
informative and worthwhile, despite one frightening 
interruption: About 40 minutes into the presentation a dozen 
members of ACT UP San Francisco--a renegade chapter disowned 
by other ACT UP groups and aligned with the AIDS denialist 
movement--stormed into the room and threw handfuls of pills 
at Delaney and other panelists, shouting, "You're a liar!" 
and "Murderer!" Several minor scuffles broke out as disgusted 
audience members chanted "Shut up and leave!" at the 
invaders.

A Project Inform staff member was injured in the fracas and 
was taken to a nearby hospital with bruises and a painfully 
swollen knee. She and several others who were roughed up 
filed police reports and expressed their intent to press 
criminal charges.

After about 10 minutes the disrupters left, and the meeting 
continued without incident. Despite the violence, nearly the 
entire audience remained to hear the full discussion.

[Note: For a detailed account of the disruption, see "More 
Violence from ACT UP/SF: Woman Injured at HIV Treatment 
Forum," in the BAY AREA REPORTER, a San Francisco gay 
newspaper, April 20, 2000, page 1.]


***** Answering the AIDS Denialists: CD4 (T-Cell) Counts, and 
Viral Load

by Bruce Mirken

The self-styled "AIDS dissidents," groups and individuals 
advocating the view that HIV does not cause AIDS, and often 
urging people with HIV to reject medical care, have raised 
their profile in recent months, ratcheting up their advocacy 
in the U.S. and attempting to influence the health policies 
of foreign governments. Although these forces sometimes 
accept the need to treat opportunistic infections, most 
reject the vast majority of conventional HIV/AIDS treatment, 
especially use of drugs to combat HIV. This article is part 
of a series in which AIDS TREATMENT NEWS examines key 
arguments put forth by the "dissidents"--perhaps more 
accurately termed "AIDS denialists," because most deny that 
AIDS is a genuine epidemic and many deny that the term "AIDS" 
even describes a real medical condition.

The AIDS denialist movement is not unified (for example, some 
groups say that HIV is a harmless virus, while others say HIV 
does not exist), so the summary here of some of their 
arguments is necessarily only a sketch. More detailed 
descriptions can be found in the references listed below.

Answering Denialist Views on CD4 (T-Cell) Tests

One consistent thread running through the denialist 
literature is the assertion that AIDS medicine has made a 
serious mistake by relying on laboratory markers such as CD4 
cell counts, and viral load as measured by techniques such as 
polymerase chain reaction (PCR). These markers are criticized 
as unreliable at best and a devious effort to hide the 
failure of HIV/AIDS science at worst. One recently-formed 
group, ACT UP Hollywood (not connected with long-standing ACT 
UP chapters in New York, Philadelphia and elsewhere), argues 
that "all HIV and viral load tests as well as T-cell counts 
need to be banned immediately because they are useless 
indicators of a person's health."(1)

The arguments against use of CD4 center around two broad 
issues. One is the natural variability in CD4 counts, which 
can be lower than average for reasons not related to 
AIDS.(2,3) The other is whether or not CD4 numbers actually 
correlate with clinical prognosis. In her book WHAT IF 
EVERYTHING YOU THOUGHT YOU KNEW ABOUT AIDS WAS WRONG?, 
Christine Maggiore, founder of Los Angeles-based Alive and 
Well AIDS Alternatives, writes, "A number of studies found in 
the biomedical literature show that low T cell counts do not 
correlate with compromised immunity, and that normal ranges 
for T cells in HIV negative persons can vary from 300 to 
2,000."(3) Some denialists cite the famous Concorde study of 
early versus deferred use of AZT monotherapy--in which an 
AZT-induced boost in CD4 counts did not translate to improved 
survival--as proof that, as one writer put it, "there was 
absolutely no correlation between CD4 T-cell counts and 
clinical health."(4)

The denialist argument appears to be built upon a narrow and 
highly selective reading of the data. For example one of the 
sources Maggiore cites as proof for the above statement that 
low CD4 counts can occur without HIV, a Transfusion Safety 
Study Group report at the 9th International AIDS Conference, 
specifically notes that HIV-negative individuals with two or 
more CD4 counts below 300 were rare, and that both those with 
known and unknown causes of immune suppression "differ from 
the retrovirus immunodeficiency pattern" in a number of key 
parameters, including CD4 percentage and CD4/CD8 ratio.(5)

In other words, transient low CD4 counts seen in other 
circumstances do not equal AIDS and bear little resemblance 
to what is typically seen in HIV-infected individuals. What 
the denialists regularly ignore is that while unusually low 
CD4 counts can occur for a variety of reasons, numerous 
large, long-term cohort studies have demonstrated a distinct 
pattern associated with HIV infection: A statistically 
significant CD4 decline commonly begins around the time of 
seroconversion and gradually becomes more severe over time, 
eventually leading to increased susceptibility to 
opportunistic infections. This has been observed in cohorts 
of gay men, transfusion recipients and hemophiliacs. In these 
cohorts a decline in CD4 count has been consistently and 
strongly associated with the development of AIDS-defining 
illnesses.(6)

Also neglected in denialist discussions of CD4 is the large 
body of evidence associating specific opportunistic 
infections with lowered CD4 counts. For example, in the 
Pulmonary Complications of HIV Study, an 1,182-person cohort, 
79 percent of cases of pneumocystis carinii pneumonia (PCP) 
occurred in individuals with CD4 counts below 100 and 95 
percent occurred in patients whose CD4 count was below 
200.(7) The Multicenter AIDS Cohort Study (MACS) has also 
reported a "greatly increased risk" of PCP when CD4 counts 
drop below 200.(8) Numerous other studies have found similar 
associations between lowered CD4 counts and increased risk of 
PCP and other opportunistic infections.(6,9,10) Such findings 
formed the basis for long-standing recommendations regarding 
opportunistic infection prophylaxis (using drugs to prevent 
these infections). Other research relevant to this discussion 
is covered in the section on viral load, below.

Regarding the effect of treatment-induced increases in CD4 on 
clinical prognosis, the small increases seen in Concorde 
indeed did not correlate with improved long-term outcome. But 
numerous other studies do show a strong correlation with 
lowered risk of AIDS-defining opportunistic infections or 
death, particularly with larger, HAART-induced CD4 increases. 
In the U.S.-government trial ACTG 320 (which compared AZT 
plus 3TC vs. AZT plus 3TC plus indinavir [Crixivan(R)]), the 
indinavir group had a mean CD4 increase roughly three times 
that of the AZT/3TC only group, and half as many AIDS-
defining events.(11) In a meta-analysis (combined analysis) 
of seven (mostly pre-HAART) antiretroviral studies, 
researchers found that "having either a reduction in HIV-1 
RNA level or an increase in CD4+ lymphocyte count, or both, 
was associated with a delay in clinical disease 
progression."(12) Overall, a large body of evidence involving 
both treated and untreated patients shows a clear correlation 
between low or declining CD4 counts and increased risk of 
opportunistic infections or death.(13,14)

The denialist view of CD4 counts is used to call into 
question the 1993 revision of the CDC's AIDS case definition, 
which added a CD4 count of 200 or lower as an AIDS-defining 
condition. In Maggiore's words, it "allows HIV-positives with 
no symptoms or illness to be diagnosed with AIDS. Since 1993, 
more than half of all newly diagnosed AIDS cases are counted 
among people who are not sick."(3) The mass of evidence 
showing that HIV-infected individuals with CD4 counts below 
200 are at overwhelmingly increased risk for life-threatening 
infections is simply ignored.

And on Viral Load

Maggiore states in her book that "low levels of viral load 
have not been correlated with good health, with absence of 
illness or high T-cell counts, while high viral loads do not 
correspond with low T-cells or sickness."(3) In a recent 
newspaper column she also complains that viral load tests are 
not FDA-approved for diagnosis of HIV infection, and notes, 
"Viral loads are found in people who test HIV-negative."(15) 
Denialist objection to viral load testing is bolstered by the 
fact that Kary Mullis, who won a Nobel prize for developing 
the basic technique of PCR, is a supporter of their cause and 
has questioned the use of his technique to quantify virus.(3)

In a 1996 article published in the denialist journal 
REAPPRAISING AIDS, authors Christine Johnson and Paul 
Philpott demonstrate their scorn for viral load measurements 
in the title of their discussion, "Viral Load of Crap." 
Focusing on the 1995 Ho and Shaw NATURE papers on viral 
dynamics, they write:

"Ho and Shaw's technique looks for HIV RNA, the genetic 
material found in the viral core. They assume that since each 
HIV contains two HIV RNAs, there must be one HIV for every 
two HIV RNAs they count. But the large amount of HIV RNA they 
report is found only after sending blood samples through 
polymerase chain reactions (PCR). PCR is the 'DNA 
fingerprinting' technology which takes tiny numbers of 
genetic molecules (RNA or DNA) and turns them into huge 
quantities." What these tests find, they argue, is 
meaningless: "Some of these are HIVs that have been 
neutralized by antibodies, some are defective HIVs (those 
that did not form correctly) and some are free-floating HIV 
RNA. Though none of these entities has any pathological 
capacity, the viral load technique confuses them with whole, 
infectious virus, the only kind that has any biological 
significance."(16)

This essay is typical of the denialist analysis of viral 
load, illustrating both its strengths and weaknesses. Like 
much of the movement's literature, they discuss only PCR and 
not the other technologies used to quantify viral load, 
mistakenly stating that Ho used PCR when in fact he used bDNA 
(branched DNA)--a different process marketed by a different 
company.(17,18)

Philpott and Johnson effectively lay out the theoretical 
reasons why PCR-based viral load tests might produce a 
misleading result. Indeed, company researchers and the FDA 
have acknowledged potential causes of error and variation in 
viral load results, and a potential margin of error in these 
assays of roughly threefold.(18,19) Thus, when the FDA 
approved the Roche Amplicor HIV-1 Monitor (a PCR-based 
assay), it required the labeling to indicate that the test 
can accurately detect a three-fold or greater change in HIV 
RNA for patients with a viral load of 1000 copies or greater 
and a six-fold or greater change for patients whose viral 
load is below 1000.(19) (Although Maggiore is correct in 
saying that the FDA has not approved PCR for diagnosing HIV 
infection, she neglects to mention that the agency did 
approve it "to assess patient prognosis... or to monitor the 
effect of antiviral therapy").

Strikingly, Philpott and Johnson stick entirely to theory and 
do not address the key question of whether or not viral load 
measurements predict the likelihood of disease progression or 
death in the real world. A very large body of evidence 
indicates they do, some of which was available prior to their 
dismissal of the tests as a "Viral Load of Crap." The mass of 
confirming data--from ongoing cohort studies as well as 
antiretroviral trials--that has accumulated since then is 
rarely acknowledged in denialist writings.

Beginning in 1995 John Mellors and colleagues published a 
series of articles detailing MACS cohort data showing a 
strong correlation between baseline viral load and subsequent 
disease progression.20,21,22 Using stored blood samples from 
patients' early study visits, Mellors examined the rates of 
AIDS-defining events and deaths in relation to viral load 
levels measured using bDNA. In a 1604-patient sample, only 
0.9 percent of those whose baseline viral load was 500 copies 
or lower died of AIDS within six years, while 69.5 percent of 
those whose viral load was greater than 30,000 copies died. 
"Plasma viral load was the single best predictor of outcome," 
Mellors wrote, "followed by CD4+ lymphocyte counts [T-cell 
counts] and neopterin levels, beta2-microglobulin levels, and 
thrush or fever. We observed a strong association between 
viral load and the subsequent rate of decline in CD4+ 
lymphocyte counts."(22)

Similarly strong associations between viral load levels and 
clinical outcome have been reported in numerous other cohort 
studies, including the 1170-patient EuroSIDA cohort(23) and 
the Multicenter Hemophilia Cohort Study,(24) among others. In 
the hemophilia cohort, "each log(10) increase in baseline 
viral load was associated with a five-fold increase in risk 
for AIDS-related illness during the first six months of 
follow-up." The predictive value of viral load was 
independent of that of CD4 count.

One particularly interesting study looked at viral load in 
gay men in the Baltimore MACS cohort and injection drug users 
in the Baltimore "AIDS Link to Intravenous Experiences" 
(ALIVE) cohort. Rather than measuring plasma HIV-RNA in the 
usual way, using PCR or bDNA, this study looked at cell-
associated infectious viral load using the quantitative 
microculture assay. This method "quantifies the biologically 
functional and infectious cell-associated HIV-1 by measuring 
the amount of HIV infected cells capable of infecting donor 
cells from an uninfected person in culture."(25) Looking at 
the risk of AIDS-defining infections, non-AIDS-defining 
bacterial infections, and death, the researchers found that 
"higher levels of infectious viral load were significantly 
related to increased hazards for all three outcomes," with 
little difference between the gay men and the intravenous 
drug users. After adjusting for CD4 level and numerous other 
factors, viral load was strongly predictive of risk of 
progression to AIDS.

The association between viral load (measured using bDNA or 
PCR) and clinical progression has been seen consistently in 
HIV treatment trials, including the meta-analysis of seven 
studies discussed above,(12) in which "each 10-fold decrease 
in HIV-1 RNA was associated with a 51 percent reduction in 
progression risk." In both the pivotal trial of ritonavir(26) 
and ACTG 320,(11) patients randomly assigned to the protease 
inhibitor arm showed significantly better suppression of 
viral load and significantly reduced AIDS-defining events.

After reviewing the available data, including numerous 
studies not listed here, the expert panel convened by the 
Department of Health and Human Services to determine HIV 
treatment guidelines recommended using both CD4 and viral 
load in conjunction with the clinical condition of the 
patient to guide therapeutic decision-making. The panel 
noted, "Multiple analyses in over 5,000 patients who 
participated in approximately 18 trials with viral load 
monitoring showed a statistically significant dose-response 
type association between decreases in plasma viremia and 
improved clinical outcome."(27)

Discussion of this data is notably absent even in current 
denialist literature. Maggiore's recent column,(15) for 
example, cites one article from 1993(28)--very early in the 
development of these assays--as "studies showing that viral 
load test results do not correlate with illness, with 
wellness, with T-cell counts or even the finding of virus by 
co-culture." This is at best a dubious interpretation of this 
study, and Maggiore fails to discuss any of the more recent 
evidence showing precisely the opposite. Evidence cited of 
viral loads found in HIV-negative people turns out to be a 
handful of anomalous cases, several of which involve false-
negative antibody tests in people who clearly had AIDS.(29)

Evaluating the Evidence

No lab test or surrogate marker is perfect. All have innate 
limitations, natural variation, and a chance of error, and as 
a result HIV/AIDS researchers and treatment activists alike 
have cautioned that physicians must always remember they are 
treating patients, not lab values. 

The limitations of CD4 and viral load tests, both real and 
theoretical, have been exhaustively described by the 
denialists. But their declarations that these tests are 
meaningless are based on a skewed, highly selective reading 
of the data that simply omits anything which might contradict 
their views. The overwhelming preponderance of evidence 
strongly indicates that both CD4 and viral load measurements 
can provide useful and important information that doctors and 
patients can use to evaluate progress and make treatment 
decisions.

For More Information

Many of the denialist Web sites and books are accessible 
through the references below.

Unfortunately, the medical mainstream has usually not 
bothered to answer these views--so persons with sincere 
questions have heard only one side. This is changing. 
Meanwhile, the U.S. National Institute of Allergy and 
Infectious Diseases has prepared a page of links to 
publications with evidence that HIV causes AIDS, 
http://www.niaid.nih.gov/spotlight/hiv00/default.htm . Also, 
see http://www.aegis.org/topics/aids_debate.html .
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***** ACT UP Golden Gate Changes Name to Survive AIDS

by John S. James

ACT UP Golden Gate, one of the leading ACT UP chapters in the 
nation, has changed its name to Survive AIDS, to avoid public 
confusion with an unrelated group using the name ACT UP San 
Francisco. The decision followed more than two years of 
discussion. The new organization will continue "to identify 
and help solve problems for people with HIV and AIDS in order 
that they might survive long-term" (from the group's 
statement to the community explaining the name change).

Jeff Getty of ACT UP Golden Gate told SAN FRANCISCO FRONTIERS 
(April 6, 2000), "The name ACT UP has been destroyed in this 
town...we will continue along the old lines...but we will 
have one new focus: a national teleconferencing system with 
an 800 number so that cities with only one sharp activist can 
connect to the rest of us."

ACT UP San Francisco--which tells people not to be tested or 
treated for HIV infection, and which opposes AIDS clinical 
trials ("AIDS research isn't medicine -- it's murder")--has 
disrupted treatment meetings in San Francisco for years; 
activists and medical professionals alike have been concerned 
for their personal safety. (For a report on this week's 
disruption, see "More Violence from ACT UP/SF: Woman Injured 
at HIV Treatment Forum," in the BAY AREA REPORTER, April 20, 
2000, page 1.)

Elsewhere, ACT UP San Francisco's best known action was to 
invade a medical meeting at the World AIDS Conference in 
Vancouver, Canada, in July 1996, and throw red liquid on the 
speakers, in front of an audience of more than a thousand 
physicians and researchers. ACT UP San Francisco is also 
expected to have a high profile at the World AIDS Conference 
in Durban, South Africa, July 9-14, 2000; it has already won 
sympathy in South Africa when the conference organizers 
canceled its booth A1A (apparently it had reserved one of the 
most prominent exhibit booths in the conference facility, 
although some legitimate activist organizations were turned 
down for booths), after learning about the nature of the 
organization.

Comment

This writer has worked with ACT UP Golden Gate for years, and 
has been amazed at what the organization has been able to 
accomplish. Human growth hormone, for example, was stuck in 
unworkable clinical trials when Bill Thorne (who died last 
year of liver cancer) started an ongoing ACT UP Golden Gate 
project which accelerated the research, approval, and 
availability of this treatment for AIDS-related wasting by as 
much as several years, saving the lives of many people who 
would otherwise have died from the condition.

The ACT UP Golden Gate / Survive AIDS letter to the community 
lists other accomplishments:

* Negotiated price reductions from pharmaceutical companies 
for a number of AIDS-related drugs.

* Forced pharmaceutical companies to provide new AIDS drugs 
on a compassionate basis to people who did not qualify for 
drug trials but had run out of other treatment options.

* Participated in local and national community advisory 
boards to ensure drug trials were conducted in ways that 
benefited participants, and were not wasteful.

* Worked with other organizations in San Francisco to force 
AIDS non-profits to be more accountable to the citizens of 
San Francisco.

* Forced Kaiser Permanente to accept HIV disease as a 
specialty, which requires unique diagnostic viral load tests, 
and initiated an HIV patient-advisory board.

* Worked with city housing groups to halt owner move-in 
evictions of the elderly, disabled, and people with AIDS.

* Worked with other AIDS organizations to get the government 
and pharmaceutical companies to study the side effects of 
current AIDS treatments.

* Obtained one million dollars in state funds for the 
University of California San Francisco to study organ 
transplantation in HIV+ people. Prior to this, the surgeons 
at UCSF routinely denied life-saving transplant procedures to 
anyone who was HIV+.

* Wrote a regular column for the BAY AREA REPORTER to keep 
the community informed about current issues regarding 
HIV/AIDS.

But ACT UP/Golden Gate has not always succeeded in informing 
the public about what it has accomplished. (One example: When 
we checked our email to find the ACT UP Golden Gate letter to 
the community which contains the accomplishments quoted 
above, the only copy we found had been distributed by ACT UP 
San Francisco, under the introductory message, "After ten 
years of pushing poisons onto gay men, ACT UP Golden Gate is 
DEAD! Long live ACT UP SF! AIDS is over!")

Part of the continuing public confusion of the organizations 
may stem from the fact that ACT UP San Francisco has a budget 
about 20 times larger than that of ACT UP Golden Gate--about 
$1,666,000 in its last fiscal year, mostly from sale of 
medical marijuana, vs. $83,000 for ACT UP Golden Gate, 
according to a widely-quoted article in the BAY AREA 
REPORTER, a San Francisco gay newspaper, on March 23. For 
example, on the night before the first Survive AIDS meeting, 
dozens of 4 1/4 by 5 1/2 inch flyers reading 
"www.surviveaids.com" were pasted onto news racks, 
advertising signs, windows, light poles, and parking meters 
in San Francisco's Castro district; shortly after midnight, 
this writer counted 70 of them pasted in a single block. 
There were six different headlines (THE AIDS LIE IS ANTI-
GAY!, BAN THE HIV TEST!, AIDS RESEARCH KILLS QUEERS!, HIV IS 
HOMOPHOBIA!, TUNE OUT TERROR!, and FLUSH YOUR AIDS DRUGS!); 
each flyers contained only a headline and the Web address. 
Survive AIDS had registered www.surviveaids.org--but others 
had registered www.surviveaids.com and www.surviveaids.net, 
which pointed to a page on the ACT UP San Francisco Web site. 
Survive AIDS did not have the resources to routinely register 
all three, while ACT UP San Francisco could afford to 
register and publicize names other than its own.

This writer did not support the name change, fearing 
worldwide consequences if the name ACT UP is abandoned, since 
it is the best-known AIDS activist name in the world; it 
could then be used more freely to deliver a very different 
message. But in San Francisco the change had to be made, 
because the people doing the work want to help themselves and 
others survive the epidemic--not to keep fighting public 
confusion when ACT UP San Francisco is intensely unpopular, 
and even AIDS professionals still sometimes confused the two 
groups.


***** Vaccines: Call Congress to Support R&D Tax Credit

On April 19 the AIDS Vaccine Advocacy Coalition asked support 
for a proposed "tax incentive to boost private sector 
research and development on vaccines and microbicides to stop 
the biggest killing diseases worldwide: HIV, tuberculosis, 
and malaria..."

"If you can only do one thing, call your Representative and 
your two Senators and ask them to support inclusion of the 
R&D [research and development] tax credit for vaccines in the 
Africa trade bill."

You can either call their local office (which is probably 
listed in your local phone book), or call their office in 
Washington by dialing 202-224-3121 and asking for them by 
name. If you do not know their names, you can find them at 
http://www.house.gov/writerep and http://www.senate.gov 


***** Africa Series Wins Pulitzer

The eight-part series "AIDS: The Agony of Africa," by Mark 
Schoofs of THE VILLAGE VOICE, has won the 1999 Pulitzer prize 
for international reporting; the awards were announced on 
April 10. The complete series is available at 
http://www.villagevoice.com/specials/africa/

For more information about the Pulitzer Prize, including the 
1999 awards in other categories, see http://www.pulitzer.org


***** Treatment Fact Sheets: Call for Information

AIDS TREATMENT NEWS will report on some of the treatment-
related fact sheets published by various organizations. If 
any particular fact sheets have been especially useful to you 
or to your organization, or if you have other fact-sheet 
information, or ideas about what we should consider, we would 
appreciate hearing from you.

You can reach us at aidsnews@aidsnews.org , or 415-861-2432 
(phone or voicemail), or 415-255-4659 (fax), or by mail at 
AIDS TREATMENT NEWS, P.O. Box 411256, San Francisco, CA 
94141.


***** Sign-On Statement Against U.S. Drug-Price Increases

The following consensus statement reflects concerns that 
there might be a new round of major U.S. price increases for 
AIDS drugs over the next several months--starting with the 
new enteric-coated ddI, and the protease inhibitor ABT-378.

If you or your organization can sign, send your endorsement 
by email to lgrinberg@aol.com , or by fax to 310-471-4565. 
The 25 organizations and 50 individuals who have currently 
signed are listed below.

Consensus Statement on the Pricing of Enteric Coated ddI and 
ABT-378

We, the undersigned, have serious concerns regarding the 
growing costs of therapy for HIV disease. While we are 
heartened by the progress made in moving toward simpler, 
easier to use regimens, we are dismayed by the possibility 
that prices of new drugs and price increases of approved 
drugs are escalating ever higher, and with each new price 
increase setting new benchmarks. As drugs become available 
which might facilitate better adherence and possibly more 
durable long-term treatment, manufacturers should be planning 
to lower or at least contain the daily cost of their 
regimens, not increase them. The long-term survival afforded 
by the present generation of therapies makes it possible for 
manufacturers to set lower, or at least stable prices, and 
still have adequate incentive to reinvest in continued 
development of HIV/AIDS drugs.

Recently cited reductions in the overall cost of health care 
for HIV infected people will almost certainly be reversed in 
coming years if manufacturers continue to increase or 
maintain current pricing levels. We are in a new era in the 
treatment of HIV disease and rethinking drug pricing which 
reflects this changing reality is long overdue.

To the best of our knowledge, the development costs of 
Bristol Myers Squibb new enteric-coated formulation of ddI 
and Abbott Labs' new protease inhibitor, Aluviran(TM) 
(lopinavir), do not justify a leap in prices. There has been 
nothing extraordinary about the cost of clinical trials 
required to bring these new formulations and drugs to market, 
while the duration of their use by patients may be greatly 
extended. 

Enteric coated ddI is likely to be used by both treatment-
na•ve and treatment-experienced patient populations, making 
its potential market very large. The tolerability profile of 
the earlier versions of this drug has long suppressed its 
sales, resulting in pent-up demand for an effective 
nucleoside analogue drug. If the price is as high as current 
indications suggest, and the drug is used in naive 
populations in place of existing drugs, the overall cost of 
therapy will go up substantially. Similarly, if the price of 
lopinavir reaches new heights for a protease inhibitor and it 
is used by both treatment-na•ve and treatment-experienced 
people, the overall cost of therapy will escalate 
dramatically. We cannot stand idly by while the price of 
living with HIV disease rises so rapidly. ADAP programs and 
other forms of government funding support have limited 
amounts of money allocated to them each year. Moreover, the 
long-term use of extremely expensive drugs is threatening the 
lifetime limits of many private insurance policies. 

Some state ADAP and Medicaid programs have removed vital 
medications to prevent and treat opportunistic infections 
from their formularies. State ADAP and Medicaid programs are 
under close scrutiny by governmental panels in order to cut 
costs. The price of one drug can affect the availability of 
other medications. Increasingly, this same sad scenario is 
beginning to affect the availability of drugs within HMO 
settings. The price of these drugs will have a pervasive 
impact on the overall quality of care people with HIV/AIDS 
receive in this country.

Bristol Myers Squibb and Abbott Labs have expressed a strong 
desire to create goodwill and cooperative working 
relationships with the community. No one wants to see those 
relationships jeopardized over this issue, but that surely 
occur if pricing is inappropriate. Exploitative pricing will 
trigger widespread mistrust, contentious debate, and closer 
scrutiny of industry practices in general and give comfort to 
those who think that AIDS is simply a scam designed to line 
the coffers of the pharmaceutical industry. This will have 
far reaching consequences. 

Though we call for a major reduction in the price of HIV 
therapies in general, these drugs must at least be priced 
fairly and in accordance with other drugs of their respective 
classes. Neither represents a major advance in therapy that 
might otherwise reduce the overall cost of care. We urge 
manufacturers to rethink their plans for pricing and to act 
as responsible citizens playing a key role in the fight 
against a worldwide epidemic. Without responsible pricing, 
there can be no constructive dialogue between industry and 
the HIV affected populations worldwide. 

Organizations which have signed as of April 20:

1. ACT UP/East Bay, Oakland, CA
2. Agua Buena Human Rights Association, Costa Rica 
3. AIDS Action Baltimore, Baltimore, MD
4. AIDS Survival Project, Atlanta, GA
5. AIDS Treatment & Data Network, New York, NY
6. Asian & Pacific Islander Wellness Center: Community HIV 
Services, San Francisco, CA
7. Canadian Treatment Advocates Council, Toronto, ON CANADA
8. Community Prescription Service, New York, NY
9. DAAIR, New York, NY
10. FLAAC/Florida AIDS Action Council, Miami, Florida
11. Foundation for AIDS and Immune Research, Los Angeles, CA
12. Hepatitis C Action & Advocacy Coalition (HAAC), New York, 
NY
13. Hepatitis C Action & Advocacy Coalition (HAAC), San 
Francisco, CA
14. HIVCare at St. Francis Memorial Hospital, San Francisco, 
CA
15. Project Inform, San Francisco, CA
16. Lighthouse Group, Asheville, NC
17. Nashville CARES, Nashville TN
18. NATAP (National AIDS Treatment Advocacy Project) New 
York, NY
19. N. Carolina AIDS Policy Center, Asheville, NC
20. PWA Health Group, New York, NY
21. San Francisco AIDS Foundation, San Francisco, CA
22. Search for a Cure, Boston, MA
23. Sisters of St. Elizabeth of Hungary, San Juan Capistrano, 
CA
24. Survive AIDS (formerly ACT UP Golden Gate), Francisco, CA 
25. Treatment Action Group, New York, NY
Also, 49 individuals signed by April 20.
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